streptococci in pure culture. As a result of the coughing and expectoration, the tracheal wound broke down again, but healed finally in a few days.
At the present time, five months after operation, solid food can be swallowed, but only with great care and some difficulty. Laryngoscopic examination shows no sign of the operation, as this was below the field of vision. Frothy mucus is seen in the postcricoid region. This may be due to stenosis consequent to the operation, or may be due to impaired neuromuscular co-ordination. Future oesophagoscopy will, however, decide this.
DISCUSSION.
Sir WILLIAM MILLIGAN (President), commenting on this difficult operation, observed that the exhibitor might be congratulated on the successful results obtained. There remained some slight stenosis, but it might be only fibrous. A very valuable suggestion in the record of the case was that of the retention of the feeding-tube for considerably longer than was the general custom. He had himself been in the habit of removing it after five or six days, but he was now sure it was too soon. There was much still to be done in regard to these operations, and Mr. Howarth had shown how much was possible.
Mr. E. M. WOODMAN referred to the cesophageal tube as the most vulnerable in the body. He thought some further details of this case would help the Section, and encourage members to persevere in their efforts. He asked in what position the head was placed following the end-to-end anastomosis of the esophagus. Also, how the head was fixed, whether in a mechanical appliance, or by means of a plaster bandage round the neck. Absolute immobility of the cesophagus after suture would be very desirable. He asked, further, what form of suture was used, whether interrupted, or continuous, and what form of external drainage. He (Mr. Woodman) always used external drainage, but had not succeeded in inducing the cesophagus to heal up without leakage.
Mr. TILLEY did not think the symptoms of frothy mucus should be called Jackson's sign; it had been recognized for years by other observers, and Sir Felix Semon had insisted on its significance in cases of post-cricoidal cancer. The accumulation of mucus was not infrequent in advanced cases of tuberculous and malignant disease in the pyriform fossm. Dr. W. HILL said Jackson erroneously claimed that the frothy mucus was a sign of cesophageal disease, whereas it was also a sign of disease in the deep pharynx.
Mr. HOWARTH (in reply) said he had never had any trouble with the niasal feeding tube in previous cases, but in this case apparently the irritation of the tube gave rise to some bleeding from the gastric mucosa on the fifteenth day and he had had to remove the tube. The patient was not placed in any particular post-operative posture: the neck was very firmly bandaged, and no mechanical appliance was employed. The aesophageal wall was sutured with interrupted catgut mattress sutures. The only drainage was by a Kocher's tube in the lower part of the wound for twenty-four hours. Double Abductor Paralysis due to Myasthenia Gravis. By WALTER HOWARTH, F.R.C.S. THIS patient (male, aged 25) was shown at the February meeting,1 and it was suggested that the condition was due to a bulbar lesion. The present diagnosis is based on the opinion of Dr. Birley and Dr. Buzzard, who find in addition to the laryngeal condition, marked loss of sustaining power in arms and legs, difficulty of hanging up his coat owing to dropping of arm, difficulty in walking owing to left knee giving way, extreme weakness of facial muscles in lower half right face, regurgitation of fluids through nose and left palatal weakness, marked weakness of the right serratus magnus with winged scapula.
Sir WILLIAM MILLIGAN (President) said that when the case was previously exhibited he was interested in the possible setiology. He had excluded bulbar paralysis on account of the patient's age.
Mr. F. H. WESTMACOTT agreed that the condition was myasthenia gravis. In 1913 he saw a military man,' aged 31, with very similar symptoms, which came on gradually; and his voice used to fail when he went on parade. Sir David Ferrier diagnosed the case as myasthenia gravis, prescribed polyglandin, and reported that he regarded the prognosis as serious. Patient used to walk twenty miles on a Saturday afternoon, and returned very exhausted. When war broke out, he accompanied his regiment to Gallipoli, where he gained the D.S.O., and later went to Egypt, where he had another attack. He (the speaker) recommended polyglandin again, and patient got well. A feature of the case was that patient had a dropped jaw, and had to hold it up. The disease also affected the muscles at the lower part of the ribs and the diaphragm.
Dr. DONELAN said that ptosis was a prominent symptom of myasthenia gravis, and that was absent in this case; also, the hand-grip was good. The vocal cords were thickened and it was doubtful whether paralysis was presept. Without a lesion of the recurrent laryngeal nerve there could be no abductor paralysis and if' there was the case was not a myasthenia, which, as far as his recollection went, was not a paralysis at all but impairment due to an infiltration of the muscular fibrille. A foul discharge was exuding from the back of the nose, and the teeth were bad. He suggested the possibility of congenital syphilis, and recommended Mr. Howarth to reconsider the diagnosis. There might be some malingering.
Mr. E. M. WOODMAN recorded the case of a woman, aged 35, who appeared to have a " functional voice." There was double abductor paralysis. Her heart was flabby and dilated. On screen examination with a bismuth meal, the food was seen to pass quietly across the larynx and down the cesophagus. He sent her to a neurologist, who diagnosed myasthenia gravis, and gave a bad prognosis. He asked whether such a patient was likely to die of septic pneumonia, or of cardiac failure.
Mr. HOWARTH replied that the neurologists made the diagnosis, and he did not feel competent to question it. There was very definite weakness of the serratus magnus and palate, also of the lower half of the face. He knew of one similar case in which there was abductor paralysis of one side, and in which the patient got well; with proper treatment he did not see why this patient should not get well too. He would pass on to the physicians the suggestion to use polyglandin.
Case of Nasopharyngeal Fibroma involving the Left Maxillary
Antrum and side of the Nose; Removal by Moure's Lateral Rhinotomy.
By NICOL RANKIN, M.B.
PATIENT, a boy, aged 15, first seen August, 1921, comnplaining of obstruction of both nares of gradual onset during the previous three months. On examination of the left naris a firm reddish tumour was seen which entirely filled the air-way posteriorly and had pushed the septum so much over to the
